The 2014 State of the World's Midwifery report included a new framework for the provision of womancentred sexual, reproductive, maternal, newborn and adolescent health care, known as the Midwifery2030 Pathway. The Pathway was designed to apply in all settings (high-, middle-and lowincome countries, and in any type of health system). In this paper, we describe the process of developing the Midwifery2030 Pathway and explain the meaning of its different components, with a view to assisting countries with its implementation.
Background
The 2014 State of the World's Midwifery report (SoWMy2014) (UNFPA et al., 2014) was published in June 2014 and, for 73 low-and middle-income countries, analysed the sexual, reproductive, maternal, newborn and adolescent health (SRMNAH) workforce from the perspectives of its availability, accessibility, acceptability and the quality of care it provides. The report measured the met need for SRMNAH services and projected workforce requirements in 5-year intervals to 2030, based on demographic changes, epidemiological conditions, possible scenarios for increasing workforce availability and retention and increasing productivity. The aim of the report was to support SRMNAH workforce dialogue between governments and partners, accelerate progress on the health Millennium Development Goals (MDGs), record workforce developments since the 2011 SoWMy report and inform the negotiations and preparations of the post-2015 development agenda.
To provide the SoWMy audience with an understanding of what person-centred, woman-focused SRMNAH services could achieve and what is required to make them a reality, a consultation was held to collect a global perspective and realities from countries with different levels of available resources (low, middle and high) about potential ideal models of midwifery care. The aim of this activity was to address the question: 'What could midwifery models ideally look like in 2030 in low, medium and high resource settings'? The goal was to produce a working document on a vision that may be drawn upon in future work, and that ultimately will serve as a framework to assist with policy formation and service planning.
An initial teleconference was held in October 2013, led by two members of the SoWMy 2014 research team and involved a group of eight experts, representing the International Confederation of Midwives (ICM), regional midwifery representatives (Africa, Asia and Latin America), the World Health Organisation (WHO) and the United Nations Population Fund (UNFPA). From that discussion, a draft vision for midwifery models of care in different contexts was developed and sent for consultation with the ICM and other midwifery experts.
The initial discussion identified a set of main themes for inclusion in the vision, which were the need for:
• woman-centred care with continuity of care and continuity of care giver,
• community-based services -the need for services outside hospitals as well as in them -care needs to be decentralised, and • culturally appropriate care.
Participants in the discussion felt that the vision could be brought about by:
• Continuity -of care and of carer (there were different options including antenatal and postnatal group care) • Community -develop models of care that are culturally acceptable, and tailored to urban/urbanpoor and rural populations • Collaboration -with women, the community and with other care providers • Information and Communication Technologies (ICT) -use the new platforms and technologies to bring midwifery closer to women (e.g. mHealth) • Interdisciplinary collaboration and education -develop competent midwives from the start • Increased scope of practice -to allow for the special needs of younger and older women and their families.
There is strong evidence that midwifery models of care, particularly those that provide continuity of care, should be established for all women and adolescent girls (Sandall et al., 2015) . However, despite the evidence and the subsequent policy developments in a number of industrialised countries, organisational change to enable continuity of midwifery care has been slow and, in many countries, is non-existent . There are a number of reasons for this, including a lack of understanding about how midwifery models work and how they can be implemented in a variety of situations, the low status of midwives in relation to medical doctors, and midwifery often not being considered as an autonomous profession (Sandall et al., 2001 ).
The Partnership for Maternal Health, Newborn and Child Health's Essential Interventions (The Partnership for Maternal Newborn and Child Health (PMNCH), 2011) were used to ensure that all the essential elements of care would be included in the Pathway. Best midwifery practice evidence was drawn from research and guidelines on a) woman-centred care and b) midwife led-care (low-risk pregnancies attended by midwives) (Sandall et al., 2013) .
The first draft of the Pathway was shared with those who had participated in the original teleconference, and their comments incorporated. The Midwifery2030 Pathway was developed into an infographic in the SoWMY2014 report and as part of the report development process it was reviewed and approved by experts from the SoWMy lead agencies (including UNFPA, WHO and ICM, the International Council of Nurses (ICN) and the International Confederation of Gynaecology and Obstetrics (FIGO)). In this paper, we explain the Midwifery2030 Pathway and suggest the systems, mechanisms and policy environments that need to be in place in order for it to become a reality in all countries.
What is the woman's Pathway to health?
The Pathway describes the four stages in the reproductive life of a woman or girl, where support and quality midwifery care are vital to ensuring health and wellbeing for herself and her (current and future) family ( Figure 1 ). It is a vision and we recognise that many wider societal issues, especially focusing on the empowerment of women and girls, will need to be concurrently addressed for the Pathway to become a reality. The first stage of the Pathway is of planning and preparation. It starts when a girl enters reproductive age and continues to the point at which she becomes pregnant. In this stage of life, girls and women need to complete secondary education (including comprehensive sexuality education), maintain good health and nutrition and be able to access planning for or protecting against pregnancies. This will allow girls to mature physically, intellectually and emotionally (UNESCO, 2014) , before dealing with the pressures and responsibilities that pregnancy, childbirth and the transition into a family bring. It may also reduce the risk of poor health conditions or death (Nove et al., 2014b) . Higher maturity can lead to better protection against HIV and sexually transmitted diseases, delaying marriage and planning pregnancies (Jamison et al., 2007) .
The second stage of the Pathway is about ensuring a healthy start: it starts when a woman becomes pregnant and ends at the commencement of labour. This stage considers the importance of supportive, professional care during pregnancy to optimize outcomes. Antenatal care that recognizes and respects the individual needs of women and is supportive and preventive (of complications) is a core element of care during this stage. Similarly important is care that involves women and their families in decisions and is tailored to their cultural and religious context and circumstances. Enabling and supporting women and girls and their families is one of the most important ways to keep them in charge of their pregnancy, childbirth and the early months of life of their newborns. During antenatal care there is often more time to discuss the wide range of physical, emotional and mental changes that happen during pregnancy and to get to know women and their families so as to better tailor care to their needs. Preparing for birth together has benefits before labour starts as women are prepared and enabled (White Ribbon Alliance, 2011).
The third stage of the Pathway is about supporting the beginning of life. Its focus is on labour and birth, a time when the strength of the relationship built between the woman, her family and the health care provider is tested and should prove to be consistent and sustained. This is also a moment that tests the strength of the health system to be able effectively and efficiently to accommodate the needs of the woman for basic things like social support from a family member, comfort and privacy, but also for medical interventions when needed. It is the time when a collaborative team should be at peak performance to ensure continuity across all settings and for all women and girls, regardless of their background or ability to pay for SRMNAH services.
The fourth and final stage of the Pathway is one of the most important as it creates the foundation for the future for the mother and the baby. It includes adaptation to and dealing with a new life and changes in the family composition. Parental mental health needs to be strong and strengthened during this time (Fisher et al., 2010) . Breastfeeding, vaccination and maternal nutrition are essential for the baby, as is timely access to contemporary contraceptives to assist families to space births appropriately. Postnatal care is easily skipped, and thus becomes a missed opportunity to provide integrated care to both women and babies, yet it is a crucial time of adjustment to get the best possible start in life (World Health Organization, 2010a). General parenting support and strengthening women's autonomy and capability to take care of themselves and their families are also vital to the healthy start of the child and the family (Renfrew et al., 2012 ) (Victora et al., 2015) .
What is needed to make this Pathway a reality?
The realization of the women's Pathway to health requires change in the vision of what health is and where it comes from. The Midwifery2030 Pathway proposes a human rights-based approach that goes beyond health care, combining areas such as education and economic empowerment that intersect with health through midwifery professionals along the four stages of a woman's reproductive life. This integrated vision that puts women and their families at the centre is expected to have positive effects beyond the strict health outcomes, such as higher levels of education, better general health and greater economic capacity.
The realization of the Pathway will require comprehensive, collaborative and well-articulated approaches between different stakeholders from different sectors and areas, namely human rights, governance, policy, accountability, models of care, professional associations and researchers, among others. From a SRMNAH perspective we identify 10 main foundations that can support and make the Pathway a reality. These are shown at the bottom of Figure 1 and can be classified into four main groups of action: (1) Governance and health systems, (2) Health services, (3) Health workers, and (4) Information. (Tanahashi, 1978) . Effective coverage is defined as the proportion of the population who need an intervention, receive that intervention and benefit from it (Colston, 2011) , and can be measured by four core dimensions which are availability, accessibility, acceptability and quality (UNFPA et al., 2014) . In the context of SRMNAH care, this means that midwives and other providers of SRMNAH care will be available along the entire continuum of care, will be accessible geographically and financially, acceptable to the communities and context they serve and provide high quality care to all women, adolescents and babies in need.
Governance and health systems (rights, policies, health systems -structures/infrastructures)
Foundation 2: Governments provide and are held accountable for a supportive policy environment. Governments and policy-makers are responsible for setting policies that include SRMNAH and translate these into national health plans and/or strategies that define how health care will be delivered (ScheilAdlung, 2013) . Entitlement to these services that is enshrined in legislation increases public awareness of them and helps ensure accountability (International Labour Office, 2014) . The essential package of midwifery care which contains evidence-based interventions adjusted for the needs of a specific population and for the best 'value for money', should be defined and included in these policies as well as efforts made to integrate policies from different areas such as HRH and transport where common lines of action can be anticipated.
Foundation 3: Governments and health systems provide and are held accountable for a fully enabled (work) environment, where midwifery professionals are able to provide the best quality care in accordance with their full scope of practice and competencies. This involves the availability of adequately-equipped health facilities, with functional referral mechanisms and multi-disciplinary teams working in a collaborative environment (ten Hoope-Bender et al., 2014), with supportive supervision and peer-mentoring available to all health workers, even those in remote areas (Moran et al., 2014) . Policies for adequate recruitment (efficient deployment mechanisms immediately after training), adequate and timely remuneration (adjusted to the competencies of midwifery professionals), and retention strategies including opportunities for continuous development and a career path (Araujo and Maeda, 2013) help make midwifery an attractive profession, especially when working environments for midwifery personnel are respectful and safe .
Health system strengthening and accountability will be particularly challenging in countries such as fragile states and those coping with other health system challenges (e.g. as seen during the Ebola epidemic). The Pathway requires a focus on wider health system reform and societal change in order to be a reality.
Foundation 5: Midwifery care is prioritized in national health budgets; all women are given universal financial protection, in accordance with the universal access to health vision (World Health Organization, 2013) . This is best achieved when governments incorporate sustainable financing in national health plans, considering not only the training of sufficient midwifery professionals, but also the fact that all women should have access to essential health care without suffering financial hardship (World Health Organization, 2014a). The essential package of care, earlier defined in SRMNAH policies should be financially described as well as its progressive expansion anticipated and fully costed.
The education, regulation and effective management of the midwifery workforce are important dimensions of health policies, requiring special consideration in national health budgets (World Health Organization, 2009). The development of a fit to practice midwifery workforce (i.e. one with the competencies and quality standards required to meet current and anticipated future population needs and achieve intended policy outcomes (Campbell et al., 2013) ) necessitates an enabled environment (UNFPA et al., 2014) where quality training, adequate supervision, regulation through legislation, licensing and continuing professional development (CPD), and effective management are available (International Confederation of Midwives, 2015a) .
Health services (organization, models of care)
Foundation 6: Midwifery care is delivered in collaborative practice involving health care professionals (HCPs), associates and lay health workers, which increases the quality of care and the health gains for women and their families. Models of care that are woman-centred can build bridges between the community and health service providers, promote collaborative practices and can optimize the skill mix of professionals providing effective and quality care (World Health Organization, 2010b) . Incentives for collaborative practice can be put in place through policies and by HCP associations, which proactively support their members to overcome professional rivalries. This can be facilitated by participation in national and regional conferences on SRMNAH that allow access to and presentations from all levels of care providers (professional and lay) -it is a moment for exchange, recognition and identifying opportunities for collaboration. Actively seeking service users' perspectives helps to inform the development and strengthening of user-centred/woman-focused care. At present, in many countries, it is rare for user feedback to be sought (Nove et al., 2014a) . Foundation 7: First-level midwifery care close to the woman and her family, with seamless transfer to next-level care if needed, is fully in line with the vision of universal health care that is centred at primary level. In this regard, midwifery services can offer great value when placed at different levels of the health care system and when supported and surrounded by a functioning system that provides transport and communication mechanisms between health services so that referral can be provided without delay. As midwifery care serves both healthy and sick women and newborns, services need to be accessible as close to women and people in need as possible, including both urban and rural communities. Evidence shows the potential effect of placing midwifery professionals at all levels of care, because they possess the competencies to provide care across the whole continuum of SRMNAH care and can therefore connect the different levels of care and be a driving force behind the achievement of continuity of care (ten Hoope-Bender et al., 2014).
Foundation 9: All health care professionals provide and are enabled for delivering respectful quality care. Delivering care respectfully is a responsibility that touches the entire health system. It is often seen as solely the responsibility of the health workforce, but without an enabling policy and working environment (see Foundations 2 and 3), the provision of respectful quality care will remain a challenge. The basis for respectful care lies in the recognition of human rights across the health system, and their translation into services that understand and honour the concepts of information, self-determination, dignity and privacy. The Quality Maternal and Newborn Care (QMNC) framework can be used to inform, and regularly review, not only the content of SRMNAH care, but also how it is provided and by whom . Maternal Death Surveillance and Response (MDSR) or near-miss audits can be implemented as a non-punitive method to review and improve care provision and to guide and measure progress (World Health Organization, 2012) . Accountability can be strengthened using quality improvement mechanisms that are applied at all levels of the SRMNAH care system, including managers, planners and providers (Hulton et al., 2015) .
Health workers (support and practice)
Foundation 8: The midwifery workforce is supported through quality education, regulation and effective human and other resource management. Education, regulation and association are considered the three pillars for an enabled and competent midwifery workforce (International Confederation of Midwives, 2015a). Education is the key to high quality care and therefore midwife education programmes should be regularly reviewed and updated to include the latest knowledge and evidence. Programmes are most effective when include both theoretical and practical courses with the adequate faculty and facilities. Use of ICM standards for midwifery education (International Confederation of Midwives, 2011) and tools such as the template sample curriculum (International Confederation of Midwives, 2012) can help ensure that student midwives develop the right competencies to deliver quality care, allowing them to develop further into midwifery practitioners as well as educators or researchers . Education facilities require sufficient teaching rooms and materials and practical settings to ensure proficiency upon completion of the education programme, and effective management practices (Bailey et al., 2015) . Quality education is also dependent on midwifery educators meeting minimum standards (World Health Organization, 2014b) , perhaps through the use of faculty development plans.
Recruitment policies and practices must ensure that all students fulfil the appropriate criteria to enrol in pre-service training (UNFPA et al., 2014) (Fullerton et al., 2011) . Both pre-and in-service education programmes should be accessible to anyone with the appropriate experience and/or qualifications, and should be provided throughout the health worker professional career. Decentralization of education facilities and recruitment of rural students (e.g. by offering special conditions of enrolment) can help to increase access to midwifery education [34] [35] . Peer mentoring and supportive supervision are essential to help qualified midwives grow and further develop their competencies (Moran et al., 2014) .
Regulation needs also to be in place as it frames the scope of practice, protects the public and the workforce, and gives legal recognition of the profession. The regulatory mechanisms of governments and other bodies should be able to cope with high levels of mobility and the fast population changes, so in some countries the system needs to be modernised, e.g. by introducing re-registration processes and electronic registries. The voice of service users can be used as part of the regulatory process, e.g. via the introduction of feedback or complaint mechanisms. Datasets and data analysis are needed as well as collaboration between stakeholders and in particular between governments and regulatory bodies (UNFPA et al., 2014) .
Foundation 10: Professional associations provide leadership to their members to facilitate quality care provision. Associations do this by providing continuing professional development on quality care and ensuring it is a regular topic of discussion at professional association meetings and conferences. It can also help midwives deal with the daily stresses and keep them motivated and committed to their work (Gupta and Alfano, 2011) . Associations can support their members by encouraging inter-and intraprofessional dialogue to minimise barriers to integrated, collaborative care along the full SRMNAH continuum.
Information (data routinely collected and used to inform decisions)
Foundation 4: Data collection and analysis are fully embedded in service delivery and development, by routine data collection and registers that are integrated into regional and national health information systems (Health Metrics Network (HMN), 2015). For the attainment of UHC and assuring universal access to care by all women, there must be adequate planning of a fit for purpose, fit to practice SRMNAH workforce based on effective coverage of services and health workers. The SoWMY2014 report identified a minimum of 10 pieces of information that can help policy makers to plan and manage the midwifery workforce, namely: headcounts, percentage of time spent on SRMNAH, roles, age distribution, retirement age, length of education, enrolments into, attrition and graduation from education and voluntary attrition. At health facility level, useful data items include facility type, location and services provided. Data that is collected and used both nationally and sub-nationally can effectively underpin monitoring and evaluation processes and inform policies and decisions. This requires the development or strengthening of health information systems and the use of standardized terminology and definitions to allow interoperability. Moreover, when health workers and other staff are enabled to collect and use data at local levels, results can immediately be used to optimize and improve service delivery and performance. Widely available technology, such as mobile phones, hand-held devices and internet, are important facilitators of data collection and sharing (Conway et al., 2015) .
The process of implementing the Pathway
The previous section explains what needs to be in place in order to make the Midwifery2030 Pathway a reality, but practical guidance may also be needed to provide logic and structure to putting the ten foundations in place. A useful tool to guide the necessary discussions and collaborations is the Midwifery Services Framework (International Confederation of Midwives, 2015b) . This document guides partners through the process of discussing and (re)focusing the package of care provided and the roles and tasks of the midwife and other SRMNAH professionals, to the development of the required workforce and the enabling environment that it needs to provide effective SRMNAH services.
Additionally, in some settings there will be a need for a strong advocacy and information campaign to inform women and communities and thereby create a groundswell of demand for quality SRMNAH care, including midwifery care. The SoWMy advocacy toolkit (Family Care International, 2014) provides guidance on how to address the issues of creating and maintaining midwife cadres and there are various other toolkits that work from a human rights basis to underpin access and availability of acceptable quality care.
Conclusion
From a health systems perspective, making the Midwifery2030 Pathway a reality for women, families, health care systems and providers requires regular discussions on national policies and funding for SRMNAH care, as well as collaboration between government, providers and users of health services to create, maintain and improve services to meet population needs with regard to service availability, accessibility, acceptability and quality. The ten foundations which underpin the Pathway can provide a framework for the implementation of the Pathway, and tools have recently been developed to assist with the practical implementation of the process.
